Collagenous gastritis, without colonic involvement, is exceptionally rare. It is not known to be associated with IgA deficiency and scleroderma. This is the first report of this type of association. We present a 26-year-old white female with a past medical history of gastroesophageal reflux disease and scleroderma. She was evaluated for complaints of abdominal pain and diarrhea. Esophagogastroduodenoscopy showed gastritis and duodenitis. Colonoscopy was normal. The histopathological report showed collagenous gastritis and focal lymphocytic duodenitis. A definitive treatment has not been established for this condition. Reporting such cases furthers understanding of the disease and will help to establish diagnostic criteria and to develop therapeutic strategies.
Introduction
Collagenous gastritis was first described in 1989 when it was reported in a 15-year-old female. Thus far, less than 60 cases of collagenous gastritis are reported in the literature. It is not known to be associated with IgA deficiency and scleroderma. This is the first report of this type of association. Histologically, it is characterized by thick collagen bands under the mucosal epithelium and infiltration of lamina propria with inflammatory cells, similar to collagenous colitis [1] . The etiology is still unclear. Due to association with autoimmune diseases, it is assumed that collagenous gastritis has an immune etiology. It is equally common among males and females. Most commonly, it presents with chronic watery diarrhea along with weight loss due to associated collagenous colitis [2] .
Case Report
A 26-year-old Caucasian female with past medical history of gastroesophageal reflux disease presented with abdominal pain and irregular bowel habits with a tendency for diarrhea for 6 months. She had intermittent abdominal pain. She had two loose bowel movements daily without any blood or mucus. She lost 20 pounds of weight during this time. She had been on a gluten free diet for 3 months with partial improvement. She was on omeprazole 20 mg for heartburn for 6 months. On examination, she had mild epigastric tenderness. CBC was normal except for a mild increase in the lymphocyte count. Antigliadin antibody IgG was elevated. Anti-tissue transglutaminase IgA was normal but total IgA level was low. Due to the abnormal serology for celiac disease and irregular bowel habits, esophagogastroduodenoscopy and colonoscopy was done. EGD suggested gastritis and duodenitis. Colonoscopy was normal. The gastric biopsy showed significant thickening of sub-epithelial collagen ( Fig. 1) and chronic inflammation consistent with collagenous gastritis. The duodenal biopsy showed preservation of villous architecture with mildly increased intraepithelial lymphocytic inflammation consistent with focal mild lymphocytic duodenitis (Fig. 2) . As she was already on omeprazole with a gluten free diet, a follow-up visit in 3 months was planned. She reported partial improvement in her symptoms after 3 months. Her abdominal pain resolved but she still reported three loose bowel movements per day.
Discussion
Collagenous gastritis without colonic involvement is very rare. The clinical symptoms may include abdominal pain, diarrhea, nausea, vomiting, weight loss, abdominal distension, gastrointestinal bleeding and fatigue. The clinical picture is different in pediatric and adult age groups depending on the site of gastrointestinal tract involvement. In the pediatric age group, it presents mostly with anemia and abdominal pain related to involvement of stomach [3] . In adults, it presents with chronic watery diarrhea due to coexisting collagenous colitis and more diffuse involvement of gastrointestinal tract Adult collagenous gastritis is also associated with autoimmune diseases, such as systemic lupus erythematosus, ulcerative colitis, lymphocytic gastritis, and lymphocytic colitis. Due to this association, immune etiology has been postulated. Immune factors stimulate the production of extracellular matrix via production of growth factors and cytokines leading to collagen deposition. On EGD, gastric mucosa looks nodular with depressed mucosa in between nodules particularly in the body of stomach. The nodular mucosa is irregular in size and distribution with no significant inflammation. The depressed mucosa consists of inflammatory cells with atrophic glands, collagen bands and abnormal capillary vessels [4] .
The collagenous gastritis is considered a chronic, intermittent to persistent histological disease with chronic, intermittent clinical course in the majority of adult patients. There are no reports of any association between collagenous gastritis and any malignancy, lymphoma or any other gastric disorders [4] . The course and prognosis of the disease is still unclear. The thickness of collagen bands has been associated with disease duration, but not with disease severity. However, in the majority of cases, the collagen deposits remain unchanged or become thicker due to continued inflammation. Due to the small number of cases reported and unclear etiology, no standard therapy has been established. Proton-pump inhibitors, oral corticosteroids and a gluten-free diet have been tried with limited success [5] .
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